Forty six patients with less than 200 cm of normal jejunum and no functioning colon were compared with 38 patients with similar jejunal lengths in continuity with a functioning colon. Women predominated (67%), and the most common diagnosis in each group was Crohn's disease (33 of 46 no colon, 16 of 38 with colon).
Ali patients without a colon and less than 85 cm of jejunum and all those with a colon and less than 45 cm jejunum needed long term parenteral nutrition. Six months after the last resection 12 of 17 patients with less than 100 cm jejunum and no colon needed intravenous supplements compared with 7 of 21 with a colon. Between 6 months and 2 years, little change occurred in the nutritional/fluid requirements in either group, though there was weight gain. Of 71 patients assessed clinically at a median of 5 years, none with more than 50 cm of jejunum and a colon needed parenteral supplements. Most (25 of27 ) ofthose without a colon who did not need parenteral supplements required oral electrolyte replacement compared with few (4 of 27) with a colon. None of the patients without a colon developed symptomatic renal stones compared with 9 of 38 (24%) with a colon (p<0 001). Stone analysis in three patients showed calcium oxalate. Gall stone prevalence was high but equal in the two groups -43% ofthose without and 44% ofthose with a colon. (Gut 1992; 33: 1493 -1497 Most ofthe classic work published about patients with a short residual length of intestine has been on those with jejunum in continuity with colon.'
We are now managing an increasing number of patients with a high jejunostomy. This is mainly because the colon is often removed during the surgical treatment of Crohn's disease. These patients have problems ofhigh intestinal losses of water, sodium, and magnesium.
In this study we compare patients with a high jejunostomy and others with a similar length of jejunum in continuity with at least half of the colon. The nutritional, sodium and magnesium treatment in these 2 groups was examined 6 months and 2 years after the last intestinal resection. At an assessment visit (median 5 years) an ultrasound examination of the gall bladder and kidneys was performed to determine the prevalence of gall stones and renal stones.
Methods
Patients managed at this hospital during the period 1980-90 with less than 200 cm of residual small bowel were identified. They were included in this study only if six months had elapsed since their last intestinal resection and if they had no overt disease in the remaining bowel.
The study was divided into two parts: (1) The case record of each patient was reviewed and information recorded on diagnosis, date(s) of resection(s), the number of small bowel resections, and the length resected. The length of remaining small intestine from the duodenojejunal flexure was determined either at operation or from a barium follow through examination.4 Nutritional, salt, and magnesium supplements at 6 months and 2 years after the last resection were noted. The presence of symptomatic or incidentally found renal stones or gall stones, or both, was noted.
(2) As many of the patients as possible were seen and a record was made of all nutritional and electrolyte therapy. Their quality of life was assessed simply and height and weight were measured. A blood sample was taken for serum magnesium determination and a random urine sample for sodium measurement. An ultrasound examination of the kidneys and biliary system was performed. (of at least half its length) included 29 with jejunocolic and two duodenocolic anastomoses and seven patients with a reduced length of jejunum anastomosed to a short length of ileum with an intact ileocaecal valve. Four patients had a colostomy.
Diagnoses
The most common diagnosis in each group was Crohn's disease (Table I) There was a high prevalence of asymptomatic gall stones in these patients (44%). Studies looking at the prevalence of both symptomatic and asymptomatic gall stones have rarely shown a prevalence of more than 30% in any age or sex group.35 There is an increased incidence of gall stones in patients receiving parenteral nutrition.`1 7 There is also a high incidence of gall stones occurring after terminal ileal resection of about 30%, which is the same whether or not the colon is present.31' Their formation may relate to bile salt depletion with consequent deposition of cholesterol in bile. However, this mechanism does not account for the fact that gall stones after an ileal resection, like those induced by biliary stasis,42 tend to be composed of calcium bilirubinate rather than cholesterol. 4 
